ciplinary, staffed by internists, psychiatrists, social workers, psychologists and occupational therapists. The clinic is part of the out-patient department of the Jewish General Hospital and meets once weekly. It is a diagnostic and treatment clinic, caring for patients over 60 suffering from disorders related to ageing. Our philosophy is to provide the necessary care to rehabilitate the geriatric patient, who is functioning below his physical and mental potential, so that he can maintain himself independently in the community. The average age of our patients is 72.1 for men and 70.2 for women. Approximately 250 patients are active in the clinic and the ratio of women to men is two to one (3) .
The material for our study consisted of 33 depressed patients selected five years ago for a drug study. Shortly after the introduction of imipramine" we chose this group to study the efficacy of this drug. In selecting patients the following criteria were used: a) Relatively good health; this however only meant that the patient would be able to continue on an out-patient basis and would not be adversely affected by the drug. b) Symptoms of depression with the following symptoms predominating: sleeplessness, anxiety, irritability, lack of energy, somatization, loss of appetite, isolation and withdrawal. Although the patients received other drugs along with imipramine, they were not concurrently treated with E.C.T.
The average age was 70.7, the group consisted of four men and 29 women. Recently this group of patients has been reviewed in order to obtain a longitudinal picture of their illness. At the present time 20 are still active in our clinic, seven died, five no longer attend the clinic but could be traced and one could not be located.
The Group as a Whole
In selecting the group we rounded up all depressed patients in the clinic. Not only were we eager to obtain a large sample for our study but our zeal was increased by the therapeutic optimism of earlier investigators. This may have skewed our sample to include patients where the depression was not pronounced and also prompted us to include some problem cases.
Diagnostically, we subdivided the group into: 1) Reactive Depression: a) Acute. b) Chronic (including personality disorders with depressive features. . 2) Endogenous Depressions.
3) Chronic Brain Syndrome with depressive features. The group was made up of 90% Jewish patients, nearly all of whom were first generation Canadians. All but three were born in Europe. Economically and socially they belonged to the lower middle class. Our clinic, open to patients who are unable to afford private care, accounts for this self-selection. Most of the patients came to Canada because of economic stress or political persecution. In nearly all cases there is a history of uprooting and difficult readjustment in a new country. Three patients were born in the U.S.A. and Canada; four came as adults after World War II; and 26 arrived in Canada as children, adolescents or young adults, without knowledge of English, with a minimum of education, ill-prepared and often without financial means. .... Vol. 23, 1423-1426, Dec. 31, 1960. Due to a great deal of repression and also memory deficit it was difficult to obtain accurate social data, particularly a childhood history. Ten or one-third lost one or both parents before the age of 15 through death or separation. Seventeen described a deprived early existence. They came from large families, had little or no schooling, were economically insecure, looked after younger siblings or were forced into child labour. The majority of patients had psychological tests. FSIQ was reported on 19 with the range from 66 to 119 and an average of 82. Others were not tested because of lack of co-operation, illiteracy and/or mild confusion. The reported average therefore is probably higher than the postulated average for the group. Early deprivation or, in analytic terms, severe injury of infantile narcissism, seems to be very much in evidence in our group. This, according to the theories of Karl Abraham, is an important factor in the 'sensitization' of patients to depression in later life (1) . This history of deprivation was not exclusive or more pronounced in any of the diagnostic groups.
Diagnostic Groups in Retrospect
On re-evaluation the acute reactive depressions were diagnosed with accuracy and reliability. After five years, with six patients in this category, four recovered and continued well, while two relapsed, one following unsuccessful eye surgery, the other after transfer from her home to a nursing home. One interesting 'cure' was noted in a woman who became depressed for three consecutive years at the time of the Jewish High Holidays. On further deterioration she is not as acutely aware of the High Holidays and consequently has not been depressed for the past four years.
The diagnosis of chronic reactive depression withstood the test of time. All patients available for review continued unchanged. Four now suffered from a superimposed chronic brain syndrome. Many patients in the chronic brain syn-5326 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 11, 1966 drome group showed further deterioration. The greatest number of deaths occurred in this group. Three patients did not change, which makes the author question the initial diagnosis. Illiteracy, mental deficiency and chronic depression in part or in combination could have been mistaken for a mild chronic brain syndrome. On the other hand, apathy, irritability, lack of energy, sleeplessness described initially as depression, in retrospect were probably symptoms of deterioration. Because of our therapeutic optimism these patients were mistakenly included in the study.
At the time of the study we were baffled by the small number of endogenous depressions in our sample. Only five patients were thus diagnosed. Here our limited criteria were, a) a history of previous depressive episodes; b) lack of or very ill-defined precipitating factors.
Symptoms usually associated with endogenous depression, e.g. severe agitation, self-depreciation, delusions, apathy and psychomotor retardation, were not seen in this or other groups. In retrospect one patient included in this group now presents the typical picture of a chronic deteriorating schizophrenic, another seems more like a chronic reactive depression. She complains of an unhappy marriage and lack of closeness between herself and her husband. She admits that she was able to cover this up until their relationship became more difficult because of the husband's retirement. The age of our patients and our particular clinical setting may account for the limited number of 'endogenous depressions'.
Precipitating Factors
When the precipitating event occurred one year or less prior to the onset, the depression was labelled 'acute'. When over one year, it was described as 'chronic'. The most frequent precipitating event was death of a spouse or a child. The next most common cause was deteriorating physical and mental health.
Symptomatology
On review of the symptoms of all patients, the most common was sleeplessness. The validity of this is difficult to assess in an aged"group. Anxiety, irritability, manifesting itself in deteriorating interpersonal relationships, impatience, dissatisfaction with help and treatment received, was the next common symptom. One-third of patients complained of loss of energy, inability to perform household tasks and to care for themselves. This did not coincide with apathy and/or psychomotor retardation. These were only noted in two cases.Weight loss and loss of appetite was reported in five and six cases respectively. Preoccupation with physical illness and exaggeration of symptoms was seen in one third of the cases. Because of the large incidence of physical illness (23 out of 33) these symptoms are difficult to evaluate. Symptoms related directly to guilt feelings or 'superego attack' were markedly absent in all diagnostic categories. Only four patients reported crying spells, one hinted at self-depreciation by feeling that her anger at her children was wrong. Two patients, who were acutely depressed, talked about suicidal preoccupations. During the intervening years only one patient, to my knowledge, made an unsuccessful suicide attempt using sleeping pills.
Summary and Conclusion
On re-evaluation we are dealing with a particular type of depression that is difficult to classify in terms of either reactive or endogenous illness. The clinical picture is not akin to endogenous involutional or menopausal depression, similarly, typical reactive depression, although present, is also rare in our group. These 33 patients did not show symptoms of severe depression, e.g. apathy, marked isolation, guilt feelings, self-reproach, feelings of worthlessness, suicidal ruminations and marked psychomotor retardation. The phenomenon of 'superego attack' on the introjected lost object as described by Freud in Mourning and Melancholia (2) was not seen. We did not encounter the type of symptoms which are frequently seen in the endogenous depressions.
We can conclude that depression in old age is milder. The longitudinal study gave further proof of this. During the fiveyear interval only seven patients out of the 33 studied required hospitalization for their depression and only four were institutionalized. When one considers the age, physical impairment and socioeconomic distress of these patients, this is indeed a low incidence of hospitalization. Kay and Roth in their studies describe a similar clinical picture. I quote: "The affective disorder of late onset is relatively superficial and fluctuating. The clinical picture is dominated by anxiety, irritability, self-pity or attention-seeking behaviour, while retardation and guilt (which are conspicuous in the endogenous group) are not seen" (4) .
The lack of severe depression may be accounted for by the very nature of our clinic setting. It is possible that we see only the less severe cases, while patients with more serious illness by-pass our clinic and are directly hospitalized or institutionalized. On the other hand -the fact that depression in old age is almost always complicated by some symptoms of chronic brain syndrome, especially in our group whose average age was 71, may in part account for the 'mildness' of the depression. This is illustrated by the patient who was 'cured' of depression triggered by the Jewish High Holidays by the incipient symptoms of chronic brain syndrome. She was less aware of the precipitating factor and therefore not depressed.
The absence of self-reproach, guilt or superego attack seems to be another feature of geriatric depression. This may again be related to our setting. The tendency to project, blame others, feel misunderstood and badly treated would be the most likely form of defence of a minority group who had suffered much real rejection and persecution. On the other hand, one can postulate that the lack of status in our group, the preoccupation with well-documented physical illness and impending death make selfreproach and suicide less dynamically necessary. The restoration of equilibrium between aggression and guilt is achieved without self-condemnation.
It appears that we can postulate that depression in the aged is closer to a symptom than a nosological identity or a disease. The concept of 'pure uncomplicated depression' is difficult to justify in geriatrics. An awareness of this is particularly important when we are structuring a treatment program for the aged. Resume L'auteur rapporte ses experiences telles qu'observees dans une clinique geriatrique externe sur 33 patients. II fait remarquer qu'ils ont afaire face aun type particulier de depression qu'il est difficile d'incorporer soit dans Ie groupe des depressions endogenes, soit dans celui des depressions reactionnelles, La configuration clinique, poursuit-il, n'est pas semblable au groupe endogene involutionnel ou a celui de la menopause; de meme, la depression reac-8328 CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL Vol. 11, 1966 tionnelle typique, quoique presente, n'est pas frequente dans ce groupe. Pas de depression grave, e.g. apathie, isolement prononce, sentiments de culpabilite, d'auto-accusation, d'inferiorite, pensees de suicide et retard psychomoteur marque. Le phenomene "d'attaque du superego" sur l'objet perdu introjecte, tel que decrit par Freud dans: "Affliction et Melancolie" n'a pas ete observe; en outre, on n'y a pas rencontre Ie genre de symptomes observes frequemment dans les depressions endogenes, On conclut que la depression de la vieillesse est plutot benigne. En 5 ans, seulement 7 de ces 33 patients ont dll etre hospitalises et 4 seulement on du etre "places". La nature meme de l'organisation de la clinique peut, d'apres l'auteur, expliquer Ie peu de depressions graves. Cependant, la tendance ala projection, ablamer les autres, ase croire incompris et maltraite semble etre un mode de defense propre a ce groupe minoritaire. Mais le retablissement de I'equilibre entre l'agressivite et la culpabilite s'opere sans auto-condamnation. II semble que 1'0n puisse conclure que Ie depression chez les vieillards se rapproche plus d'un symptome que d'une entire specifique ou d'une maIadie. Le concept de "depression pure non compliquee "n'est pas facile a justifier en geriatrie. C'est ce qui importe de se souvenir dans l'edification d'un programme de traitement pour les vieillards.
